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ABSTRACT
Homelessness is a devastating experience that impacts hundreds of thousands of individuals in
the U.S. each day. It has been widely reported that homeless persons experience higher rates of
mental disorder, substance abuse, and physical illness than domiciled individuals. Homelessness
is also associated with increased risk of exposure to trauma. In addition, about a quarter of
homeless individuals in the U.S. report a history of incarceration. Certainly there are multiple
pathways to both homelessness and incarceration. More research is needed on the implications
and consequences of having a legal history on homeless persons. The purpose of this archival
study was to consider the relationship of legal history, i.e., a history of being arrested and/or
incarcerated, on mental health-related symptoms and substance abuse in a sample of treatmentseeking homeless persons. It was hoped that research of this kind could lead to more effective
assessment and intervention among homeless persons seeking psychological services. The
present sample included 121 homeless adult males and females with a mean age of 42 years. The
sample was ethnically diverse, predominantly single, and most participants had at least a high
school education. All of the participants were residing in a faith-based mission and most were
engaged in substance abuse recovery programs at the mission. All of them had voluntarily sought
individual psychological services from a university-affiliated mental health clinic located within
the shelter. Instruments included the Alcohol Use Disorders Identification Test (AUDIT), Beck
Depression Inventory-II (BDI-II), Drug Abuse Screening Test-20 (DAST-20), Global
Assessment of Functioning (GAF), and an Intake Application Form (IAF) used at the clinic to
obtain background information and presenting complaints. As predicted, individuals with legal
histories reported significantly greater drug abuse problems on the DAST-20 (M = 10.79) than

xvii

those without legal histories (M = 6.64). However, legal history was not associated with
statistically significant differences in BDI-II, AUDIT, or GAF scores. The difference in BDI-II
scores approached statistical significance and was in the predicted direction, suggesting that
more research is warranted. Exploratory analyses, clinical implications, limitations, and
suggestions for future research are also considered.
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Chapter I: Introduction
Homelessness
Homelessness represents a significant nationwide problem that negatively impacts a large
and diverse population of individuals. Homelessness is defined as an individual lacking
permanent housing, which may include residing in unsheltered locations like city streets, parks,
or vehicles or sheltered locations such as shelters, missions, single room occupancy facilities, or
abandoned buildings; additionally, some reside in other unstable or non-permanent situations,
such as living with relatives or friends temporarily (U.S. Department of Health and Human
Services, 2016). Homelessness is influenced by a large variety of systemic and health variables
including but not limited to: employment opportunities, incarceration, mental health, substance
abuse, property foreclosures, low national wages, escalating housing costs, government benefit
programs, physical disability, and domestic violence (Los Angeles Homeless Services Authority,
2018).
National statistics. On a single night from January 2016, there were over half a million
(549,928) homeless individuals within the United States (U.S. Department of Housing and Urban
Development, 2017). This count was actually found to be an underestimation, due to both
outdated and inconsistent methods of counting homelessness as well as a narrow definition of
homelessness often capturing more sheltered rather than unsheltered individuals (National Law
Center for Homelessness and Poverty, 2017). The national homelessness trend appears to be
decreasing slightly across time, as reflected by a decrease of about 3% between 2015 and 2016
(U.S. Department of Housing and Urban Development, 2017). It is important to note that a large
percent of this decrease was driven by fewer people experiencing homelessness in unsheltered
rather than sheltered locations; the number of non-sheltered homeless has declined by about 31%
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between 2007 and 2016 (U.S. Department of Housing and Urban Development, 2017). This
decrease was not reflected within all states. For example, California remains the state with the
highest total homeless population, exhibiting a 2.1% increase between 2015 and 2016 despite
national decreases (U.S. Department of Housing and Urban Development, 2017). Despite having
the nation’s largest homeless population at 134,278 people on a single night as of January 2017,
California does not have the highest per capita rate of homelessness within the United States, as
it ranks third in the nation (U.S. Department of Housing and Urban Development, 2017). Hawaii
ranks first with the highest rate of homelessness, with 51 in every 10,000 people experiencing
homelessness while New York comes in second with 45 homeless people per 10,000 (U.S.
Department of Housing and Urban Development, 2017). The per capita rate for California in
2017 was 34 homeless people per 10,000.
Los Angeles statistics. California’s large homeless population is, in part, attributable to
the high rates of homelessness in Los Angeles, which recently showed 52,765 homeless persons
in Los Angeles County on a given night (Los Angeles Homeless Services Authority, 2018). This
figure demonstrates a slight decrease (by 4%) since 2017, at which time the Greater Los Angeles
Homeless Count was 55,048. Of the 52,765 homeless individuals, only 13,369 (25%) were found
to be sheltered, while 39,396 (75%) lived on the streets, in cars, in tents, or in other makeshift
shelters (Los Angeles Homeless Services Authority, 2018).Notably, this was the first time in four
years that homelessness in Los Angeles County decreased. Veteran housing, employment, and
mental health programs contributed to this reduction, as there was an 18% decrease in homeless
veterans (Los Angeles Homeless Services Authority, 2018).
While there was an overall decrease in homelessness in Los Angeles County from 2017
to 2018, some demographic changes within the types of individuals may inform potential

2

emerging trends in homelessness. For example, there were stark increases in transgender
homeless individuals from 480 in 2017 to 929 in 2018, suggesting that this population may be
particularly vulnerable (Los Angeles Homeless Services Authority, 2018). Simultaneously, there
was a note worthy decrease in homelessness due to fleeing domestic or intimate partner violence
from 16,797 (34%) to 3,076 (6%). Finally, while there was a 16% reduction in chronically
homeless individuals overall, the 2018 count also showed a rise in the number of people entering
homelessness for the first time, suggesting that root causes of homelessness continue to persist
(Los Angeles Homeless Services Authority, 2018).
Gender. Not unlike national data on homelessness, research findings from the 2018
Greater Los Angeles Homeless Count indicate that males continue to represent the majority of
the homeless individuals residing in Los Angeles at 67%. Females represent about 31% of
homeless individuals while about 2% identified as transgender (Los Angeles Homeless Services
Authority, 2018). As stated above, the transgender homeless population has been steadily
increasing for the past ten years, nearly doubling between 2017 and 2018 (Los Angeles
Homeless Services Authority, 2018).
Gender differences also inform pathways to homelessness. While both men and women
suffer from poverty, unemployment, and difficulties with housing, research suggests that men
and women become homeless for different reasons (Tessler, Rosenheck, & Gamache, 2001).
Broadly, findings have suggested that women are more likely to become homeless due to
interpersonal reasons, while men often cite mental health and substance abuse as major
contributing factors (Tessler et al., 2001). Approximately 63% of homeless people are single
individuals while 37% are individuals in families, including children (National Alliance to End
Homelessness, 2012). Approximately one fifth (22%) of people experiencing homelessness are
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children (U.S. Department of Housing and Urban Development, 2017). This is a shift from five
years ago when 83% were homeless individual adults or teenagers and 17 % were in families
(National Alliance to End Homelessness, 2012). This is partially attributable to concentrated
efforts at providing veterans with housing (National Alliance to End Homelessness, 2012).
Although the causes of homelessness for males and females have been found to be different,
consistent with historical trends, homelessness has historically been higher in males, and remains
so at this time (Burt, 1992; Hagen, 1987; Tessler et al., 2001; Woodhall-Melnik, Dunn, Svenson,
Patterson, & Matheson, 2018).
National racial statistics. National data suggests that white and African American
individuals experience the highest rates of homelessness at this time (U.S. Department of
Housing and Urban Development, 2017). According to the 2016 Annual Homeless Assessment
Report, white people represented the greatest proportion of homeless individuals in the United
States (48.3%), followed by African Americans (39.1 %), Hispanics (22.1%), Native Americans
(2.8%), Pacific Islanders (1.6%), and Asians (1%; U.S. Department of Housing and Urban
Development, 2017).
Recent data from Los Angeles County indicated somewhat different trends. African
American people represented the greatest proportion of homeless individuals (40%), followed by
Hispanic and Latino people (35%), Caucasian people (20%), those who identify as Multi-Racial
(2%), Native American individuals (1%), Asian people (1%), and Pacific Islander or Native
Hawaiian individuals (0.3%; Los Angeles Homeless Services Authority, 2018). African
American individuals are overrepresented among the homeless when compared to the overall
demographic characteristics of Los Angeles County.

4

Purpose of Study
Variables such as mental health, substance abuse, and incarceration have all been
documented to contribute to the homelessness crisis in the United States (Greenberg &
Rosenheck, 2008; McNiel, Binder, & Robinson, 2005). As such, it is important to provide
appropriate, contextually and culturally sensitive therapy to those with histories of incarceration,
substance abuse, mental illness, and homelessness. The purpose of this archival study was to
examine the relationships among these variables in a sample of homeless men and women who
were seeking psychological services. More specifically, the researcher examined whether there
were differences between homeless persons with and without histories of arrest or incarceration
in the severity of their depressive symptoms, substance abuse problems, and overall impairment
in functioning. Before describing the proposed study in detail, relevant literature on
homelessness, incarceration, substance abuse, and mental illness is considered and outlined.
Mental illness and homelessness. Nearly half of homeless people endure severe mental
illness and/or substance use disorders in the United States (U.S. Department of Housing and
Urban Development, 2017). In fact, this statistic may underestimate the actual rates of mental
disorders and substance use disorders as many individuals are not formally assessed or diagnosed
(Vigo, Thornicroft, & Atun, 2016).
When Hodgson, Shelton, van der Bree, and Los (2013) systematically reviewed studies
examining which mental health conditions were most common among homeless individuals,
depression and substance abuse symptoms were generally found to be the most common.
Depression has been found to be particularly common in homeless mothers, with lifetime rates
ranging from 45% to 85% (Bassuk, Buckner, Perloff, & Bassuk, 1998; Weinreb, Buckner,
Williams, & Nicholson, 2006). Prevalence of post-traumatic stress disorder is also high in
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homeless men and women, with some theorizing the traumatic experiences which often
accompany homelessness serve as a mediating variable increasing an individual’s chances of
both depression and substance abuse disorders (Tischler, Rademeyer, & Vostanis 2007; Min
Park, Fertig, & Metraux, 2011). Some studies have also found that schizophrenia and bipolar
disorder are occasionally more common than depression among homeless individuals (Folsom et
al., 2005). These varied findings may suggest that while the relationship between mental illness
and homelessness is well documented, there remains a gap in addressing how particular mental
disorders influence homelessness.
The direction of the relationship between mental illness and homelessness remains
inconclusive as well. Various studies offer different explanations for the pathways contributing
to the relationship. Some studies suggest that the stress and trauma of losing security associated
with housing may trigger a depressive episode, substance use, or other mental health symptoms
(Goodman, Saxe, & Harvey, 1991). Other findings suggest that poverty and lack of employment
or health insurance, alongside the disabling nature of severe depression, often inhibit an
individual’s ability to seek help and maintain social relationships that would increase
opportunities for housing and support (Gory, Ritchey, & Mullis, 1990). A landmark study
conducted in Los Angeles County showed that 65% of a sample of mentally ill homeless persons
(N = 334) became homeless after the onset of mental illness (Sullivan, Burnam, & Koegel,
2000). However, mental illness alone has not been found to be a pathway for homelessness, but
rather, a potential risk factor that is made worse by homelessness (Sullivan, Burnam, & Koegel,
2000). Structural and personal vulnerabilities such as childhood poverty, physical abuse, and
childhood homelessness have all been found to be linked to homelessness as well, and speak to
the need of youth-targeted interventions and preventative measures in tackling homelessness in a
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more profound manner (Sullivan, Burnam, & Koegel, 2000). Clearly the relationship of mental
illness to homelessness is complex, and it is likely that homelessness may trigger or exacerbate
mental health symptoms while mental disorders and symptoms may increase an individual’s
chances for homelessness.
Mental illness and incarceration. Similarly, approximately 20% of state prisoners and
21% of local jail prisoners have a history of suffering from a mental health condition (U.S.
Department of Justice, 2006). For adolescents, the numbers are even more noteworthy as 70% of
those in juvenile justice systems have at least one mental health condition while about 20% have
a serious mental illness (Skowyra & Cocozza, 2006). An example of the pervasiveness of the
problem was seen in Los Angeles, when Los Angeles County had to develop a greatly expanded
psychiatric care service program adjacent to the Men’s Central Jail, resulting in Twin Towers jail
for mentally ill incarcerated men (Cooper, 2013). In fact, homelessness and incarceration have
been found to have a bidirectional relationship, suggesting that those experiencing homelessness
are more likely to become incarcerated and those who have been incarcerated are more likely to
become homeless (Cusack & Montgomery, 2017).
Incarceration and substance abuse. The National Center on Addiction and Substance
Abuse found about 85% of the U.S. prison population either met DSM-IV criteria for a substance
abuse diagnosis or had a history of substance abuse patterns (2009). Despite this, only about 11%
of all inmates with substance abuse disorders received any treatment during incarceration (The
National Center on Addiction and Substance Abuse, 2009). Further, the National Center on
Addiction and Substance Abuse (2009) has found that relative to those inmates without
substance abuse diagnoses, those with substance abuse diagnoses or substance-related problem
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behaviors were not only more likely to recidivate, but also less likely to have completed high
school or find stable employment.
As compared to the general population, substance use disorders are about seven times
more common among inmates (Teitelbaum & Hoffman, 2012). In a study by Fazel, Bains, &
Doll (2006), examining variation and prevalence of substance abuse and dependence from four
countries by interviewing over 7,500 prisoners, findings suggested multiple revealing patterns in
the area of gender and substance-type abuse, suicide risk, and the extent of treatment needs
within prisons. With regard to findings on gender, male prisoners were found to have higher
rates of alcohol dependence (26% in the U.S.) as compared to female prisoners (20% in the
U.S.), while drug abuse and dependence were much higher in female prisoners, averaging at
about 25% for male prisoners in the U.S. and 45% for female prisoners in the U.S. (Fazel et al.,
2006). This may indicate that extra attention must be afforded to providing more screening and
treatment within female prisons. This finding may be better understood when considering that
women in prison tend to be less representative of women in the general population as compared
to men – a reality which impacts research findings within prisons due to the somewhat differing
pathways to incarceration for women and men (DeHart, 2008). In the general population, men
are more likely than women to use nearly all types of illicit drugs as compared to women (Center
for Behavioral Health Statistics and Quality, 2017).
Although treatment availability and depth vary considerably among prisons across the
United States, a majority of prisons only address detoxification by default of prison
circumstances (Fazel et al., 2006). Often this is not sufficient given the grave implications of
substance abuse on the lives of inmates. Fazel et al. (2006) found that substance misuse was a
risk factor for suicide both for prisoners within custody and immediately upon release. Findings
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also suggested that cross-sectional studies, which comprise a large percentage of available
research illuminating the extent of substance abuse problems for the incarcerated, may
underestimate the extent of the problem and subsequently, associated treatment needs (Fazel et
al., 2006). Provided the extent of substance abuse problems and associated suicide risk, where
there cannot be wide-reaching policy change addressing some of the roots of mass incarceration,
there must be an emphasis on thorough screening, treatment, and relapse prevention for
substance use and mental disorders (Fazel et al., 2006).
Dual-diagnosis, incarceration, and homelessness. While the relationship between
incarceration and substance abuse are closely correlated and multifaceted, both variables also
relate to homelessness in complex ways. In fact, some researchers have suggested that informed
criminal justice reform must consider mental disorders, substance abuse disorders, and
homelessness as all three variables have complex and bidirectional relationships (McNiel et al.,
2005). State prisoners with mental health problems have historically been about twice as likely to
have been homeless as those without mental disorders (U.S. Department of Justice, 2006). State
prisoners with dual diagnoses (i.e., co-occurring substance abuse and mental disorder)are also
more likely than those without co-occurring disorders to be homeless and charged with violent
crimes (McNiel et al., 2005). This was also demonstrated in a study analyzing more than 61,000
Texan prison inmates, when Baillargeon et al. (2010) found that those with a co-occurring
psychiatric and substance abuse disorder exhibited a substantially higher risk of incarceration
when compared to inmates without dual diagnoses.
When prisoners were examined for the types of mental health disorders they present with
during 2011-2012, nearly a quarter were found to have major depressive disorder (24%), closely
followed by bipolar disorder (18%), post-traumatic stress disorder or a personality disorder
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(13%), and a range of psychotic disorders (9%) (U.S. Department of Justice, 2017). Similar
trends in types of disorders were found in jail inmates (U.S. Department of Justice, 2017).
Notably, those prisoners who spend five or more years incarcerated were more likely to present
with mental health issues than those with no prior history of incarceration, suggesting that
chances of incarceration may not only be increased by mental illness but mental illness may also
be exacerbated by incarceration (U.S. Department of Justice, 2017).
Mental health effects of incarceration. A study examining the psychological effect of
incarceration by Haney (2012) found that psychological problems escalated gradually, but
impacted individuals profoundly. Some results which indicate the processes inherent to
incarceration is disconcerting include elevated risk of suicide during confinement, increased
health problems after release, and increased psychological problems which become more evident
after release – specifically, mortality rates were found to be 12 times that of the general
population two weeks after release, and remain three and a half times that of the general
population two years after release (Haney, 2012). The problems were found, in part, to be the
result of the coping strategies employed to survive in prison, which are subsequently
dysfunctional for most of regular society (Haney, 2012). For example, the process of
socialization or institutionalization to prison tends to begin with significant discomfort at the
chronic and severe degree of control over most daily choices and ultimately transforms into
adjusting by internalizing dehumanization (Haney, 2012).
Given that an individual’s lack of agency as well as their loss of perceived self-worth are
both notable triggers for myriad of mental health disorders including depression and anxiety, it is
unsurprising that prison would create a fertile environment for these problems to develop
(Bandura, 1989; Wiggins, 1991). Other than losing agency and being viewed in a negative light
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by most of the public, feelings of worthlessness are also exacerbated by the issues associated
with prison overcrowding. For example, insufficient resources and employees result in less
attention to special needs while overcrowding has been documented to increase arousal, stress,
and violence (Lawrence & Andrews, 2004). Alternatively, solitary confinement presents even
greater psychological and medical risk, by increasing risk for suicide, self-harm, posttraumatic
stress, paranoia, sleep disturbances, anxiety, loss of weight, and increases in hallucinations
(Haney, 2012). Additionally, the inherent dangers of sexual, physical, and verbal violence and
abuse produce a state of consistent hypervigilance and an adaptive degree of defensiveness
related to feeling appropriately vulnerable (Haney, 2012). In fact, concerns pertaining to feeling
vulnerable have also been hypothesized as impacting treatment seeking behaviors within prisons
even when services are available (Haney, 2012).
While suppressing weakness and vulnerability within prison may have protective benefits
during incarceration, those qualities tend to induce isolation and loneliness upon release when an
individual’s families or friends expect emotional closeness (Haney, 2012). Additionally, prison
environments tend to be analogous to other impoverished environments; given that many
incarcerated individuals tend to come from socially and economically marginalized groups while
also having experienced traumatic childhood and adolescent experiences, prison is thought to retraumatize individuals (Haney, 2012). Traumatic childhood experiences also increase an
individual’s chance of mental illness. Therefore, it is important to address the role of
incarceration in retraumatization and in relapse, especially for individuals who have histories of
mental illness (Haney, 2012).
When a large scale systematic meta-analysis of mental disorders (including 22,790
prisoners from 12 countries around the world) in prisoners was reviewed, results suggested that
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about one in seven inmates has psychotic illness or depressive disorder, while about one in two
male prisoners and one in five female prisoners met criteria for antisocial personality disorder
(Fazel & Danesh, 2002). The results supported previous research in finding that psychiatric
disorders are disproportionately higher in prison than the general population, in this case, by
about two to four times for psychotic and depressive illnesses and approximately ten times for
antisocial personality disorder (Fazel & Danesh, 2002). Notably, the disproportionate incidence
of psychotic and depressive disorders in the reviewed American prisons was double what it is in
all American psychiatric hospitals combined (Fazel & Danesh, 2002). This finding underscores
the importance of briefly addressing the historical and political roots of laws impacting mental
illness and incarceration.
This disproportionate representation of mental illness within the American prison system
did not always exist so dramatically. The relationship between mental illness and incarceration
has been partially rooted in the historical changes related to both criminal laws and psychiatric
hospitals. For example, mass closings of psychiatric hospitals in the 1960s without simultaneous
follow-through in government-promised openings of community-based outpatient clinics or
transitionary houses created a deficit of available care for the mentally ill (Lamb & Weinberger,
1998). Subsequently, during the 1980s the “war on drugs” led to an increase in the proportion of
incarcerated persons with substance abuse disorders as well as mental illness (Lamb &
Weinberger, 1998). Essentially, prisons became a repository for impoverished mentally ill
individuals who were often suffering with substance use disorders.
The relationship between mental illness and incarceration is hypothesized to be
bidirectional; however, there remains a gap in research examining whether the presence of
mental illness increases an individual’s chance of incarceration the first time they become
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incarcerated (Ogloff, Talevski, Lemphers, Wood, & Simmons, 2015). Ideally, researchers would
be able to access a large portion of the population longitudinally, assess them for mental illness,
and then compare the population which ends up in prison with those who did not. However, such
a research model would not only be unprecedented but also impractical and nearly impossible to
implement as it would involve gaining access to a large, random sample of individuals, assessing
them all for mental illness, assuming some will eventually end up in prison, and then reassessing
all participants throughout a span of decades to address whether mental illness alone increased an
individual’s chance for their initial incarceration. Alternatively, addressing the relationship
between mental illness and incarceration is not as impractical once individuals have already
entered the prison system and recidivate. As such, researchers have examined those inmates who
have repeatedly been in and out of the prison system and mental illness has been documented to
increase an individual’s chance of returning to prison (Baillargeon, Binswager, Penn, Williams,
& Murray, 2009).
While there is a gap in research examining the likelihood of psychiatric disorders without
comorbid substance use disorders leading to an increase in incarceration, there is research to
support that substance abuse disorders often follow or exacerbate psychiatric disorders;
simultaneously, having a substance use disorder also increases an individual’s chances of arrest
due to the laws that followed the “war on drugs,” as outlined above (Hartwell, 2004; Swartz, &
Lurigio, 2007). As such, it is unsurprising that substance abuse has been found to be a mediating
variable significantly contributing to the relationship between serious mental illness and arrest
(Hartwell, 2004; Swartz, & Lurigio, 2007).
While substance abuse explains a substantial percentage of the relationship between
serious mental illness and arrest or incarceration, findings have also suggested serious mental
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illness has an independent relationship with increasing an individual’s chances of arrest as well
(Swartz, & Lurigio, 2007). Though this area of research remains limited, available data indicates
that individuals with more severe functional impairment from their serious mental illness are
most likely to be arrested (Swartz, & Lurigio, 2007). The explanation for this is yet to be
concretely determined by experimental research, but is hypothesized to be partially connected to
homelessness. For example, the functional impairment caused by mental illness induces barriers
to employment, increases the risk of poverty, and makes it harder to sustain stable housing
(Travis, Solomon, & Waul, 2001). As such, it is important to explore the relationship between
homelessness and incarceration or arrest.
Homelessness and incarceration. A Bureau of Justice Statistics (BJS) study by Langan
and Levin (2002) of state prisoners found that 12% of state prisoners reported being homeless at
the time of their arrest. Another BJS study found that 9% of state prison inmates reported living
on the street or in a shelter in the 12 months prior to arrest (U.S. Department of Justice, 1999).
U.S. Department of Justice found similar results in 2006 which indicated that about 13% of
prison inmates were homeless with a mental problem in the year before arrest and 6% were
homeless without a mental problem, while 17% of those in local jails were homeless with a
mental problem in the year before arrest and 9% were homeless without a mental problem.
Crimes associated with substance abuse significantly contribute to arrests as drug
possession and public intoxication charges are nearly unavoidable for those living on streets
while suffering with addiction or substance abuse (Kushel, Hahn, Evans, Bangsberg, & Moss,
2005). Additionally, the relationship between mental health problems and substance abuse has
historically been documented with causes ranging from self-medication to mental health stigma
to a general lack of affordable mental health services for those experiencing poverty (Wang et
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al., 2005; Khantzian, 1997). However, in addition to becoming arrested for crimes associated
with substance abuse, some studies document that criminal activities not associated with
possession or intoxication charges that homeless individuals become incarcerated for are often
minor crimes that stem from efforts to survive on limited resources (e.g., breaking into buildings
for shelter, stealing food or hygiene supplies, etc.).
Homelessness is not only a precursor that raises an individual’s chance of arrest and
incarceration, but also a common outcome after incarceration – even for those who were not
homeless prior to serving prison time (Greenberg & Rosenheck, 2008). Two notable ways
incarceration has been found to increase the chances of homelessness are by limiting
opportunities for employment and access to public housing, as both become harder to obtain with
a criminal record (Travis et al., 2001). Both of these problems tend to self-perpetuate as the
difficulties associated with housing and employment occur independently and exacerbate one
another as it is more difficult to obtain one without the other (Travis et al., 2001).
Access to housing is impacted by a lack of available public resources as well as complex
familial problems associated with incarceration. For one, the experience of incarceration tends to
weaken community and familial ties by essentially decreasing one’s proximity to their family
and removing the possibility of community contributions for extended periods of time, ultimately
reducing the ties which may have provided financial and residential support (Travis et al., 2001).
Despite this, for anywhere from 50% to 85% of exiting prisoners across the United States, the
first home after release is with a family member, a close friend, or a significant other, which has
been found to reduce the chance of recidivism due to the inherent financial and emotional
support most access with their families, friends, or intimates (La Vigne, Mamalian, Travis, &
Visher, 2003).
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While interpersonal conflict prior to incarceration, reluctance to accept an individual with
a violent crime history, or the lack of available family members are commonly cited reasons for
limited housing options, conditions of parole also complicate the issue (Roman & Travis, 2006).
One direct way this becomes problematic is if a prisoner’s family have criminal records
themselves and parole prohibitions restrict parolees from associating with anyone who has a
criminal record (Rhine, Smith, & Jackson, 1991). This example is one among many highlighting
the impact of systemic policies in exacerbating both homelessness and criminal recidivism.
Employment difficulties present similar multifaceted social and policy-driven barriers for exiting
prisoners. Some policy-related issues for employment include ineligibility for benefits
occasionally afforded to veterans or families and processing time related to obtaining benefits –
all of which place an individual at higher risk for homelessness (Rhine et al., 1991).
Research Questions
The present study explored the following research questions: What are the demographic
characteristics and presenting concerns/features of homeless persons in residential recovery
seeking individual psychological services? How does legal history (i.e., past arrest or
incarceration) relate to severity of self-reported substance abuse problems among homeless
persons in residential recovery? How does legal history relate to severity of self-reported
depressive symptoms among such persons? How does legal history relate to the overall
impairment and functioning in treatment-seeking homeless persons?
The following hypotheses were addressed. It was hypothesized that (a) homeless men and
women with legal histories would report greater severity of presenting complaints at the clinic
intake stage than homeless men and women without legal histories. For the purposes of this
study, legal history referred to an individual’s self-reported history of having ever been arrested
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or incarcerated. It was hypothesized that (b) homeless persons in residential recovery with legal
histories would report greater drug abuse problems than homeless persons without such legal
histories. It was hypothesized that (c) homeless persons in residential recovery with legal
histories would report greater alcohol abuse problems than homeless persons without such
histories. It was hypothesized that (d) homeless persons in residential recovery with legal
histories would report greater depressive symptoms than homeless persons without such legal
histories. Additional exploratory analyses were also conducted with selected demographic
variables.

17

Chapter II: Method
Research Design
The present study was an archival study that included both descriptive and correlational
features. In addition to describing important demographic and contextual variables on an at-risk
and under-studied group of people in the community, the researcher explored the degree of
relationships among selected variables within the available database. Descriptive statistics were
calculated on variables as legal history, age, gender, ethnicity, level of education, substance use
history, and self-reported reasons for seeking psychological services. The database made
available to the researcher included variables that were collected from a sample of homeless
males and females residing in a homeless shelter and rehabilitation program in inner-city Los
Angeles. Data were obtained from men and women at the shelter who sought psychological
services at the shelter’s mental health clinic. Only when it was unequivocally clear that a client
had consented for his or her de-identified data to be utilized for research purposes were those
data included in the database. An important goal of the study was to examine the differences
between those with arrest and/or incarceration histories and those without such legal histories
with regard to severity of substance abuse problems, depressive symptoms, and related concerns.
By examining these differences, treatment recommendations and attention could potentially be
modified to better meet the needs of a diverse and vulnerable population.
Setting
This study was conducted on data that were collected at the Union Rescue Mission
(URM), a non-profit, faith-based, Christian mission in the Skid Row area of central Los Angeles
that provides emergency and long-term comprehensive services to homeless men, women, and
children (URM, 2018). The average number of men who spent the night at URM each night in
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2018 was estimated at 924, including about 62 families (URM, 2018). The types of services
provided at URM include food, shelter, clothing, personal hygiene services and products,
medical treatment, legal consultation, dental care, mental healthcare, substance-related recovery
programs, religious instruction and worship opportunities, transitional housing, education, and
job training (URM, 2018).
This study utilized data collected at URM’s mental health clinic. The Jerry ButlerURM/Pepperdine University Community Counseling Center was opened in January 2001 (URM,
2018). It is staffed by clinical psychology doctoral students from Pepperdine University’s APAaccredited Doctor of Psychology (Psy.D.) program. The doctoral students are supervised by
licensed clinical psychologists affiliated with the university. Also known as the mental health
clinic, this center provides individual and group therapy as well as psychodiagnostic assessments
for residents of the mission (URM, 2018). While URM is a faith-based shelter, mental health
services provided at the counseling center are not religiously based and individuals from all faith
perspectives and backgrounds are welcome to participate. Each year, more than 1,000 individual
psychological treatment sessions are provided to residents of URM (URM, 2018).
The clinic is free of charge for all residents of the mission. Though all residents and
guests at URM are eligible to seek services at the mental health clinic, a majority of the clients
come from the Christian Life Discipleship Program (CLDP). CLDP is 12-month residential
substance abuse recovery program for homeless men designed to help participants understand the
causes of addiction and potential solutions (URM, 2018). The program takes on a multifaceted
approach by providing religious instruction, 12-step groups, pastoral counseling, mental health
services, educational opportunities, anger management groups, vocational training, physical
fitness training, financial planning services, and community and family enrichment programs
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(URM, 2018). While participating in the CLDP program has several non-voluntary requirements,
psychological services are not usually required for men in the program. However, case managers
and chaplains often encourage clients to utilize services, and clients decide to attend voluntarily.
It is important to note that at URM, CLDP men are those who were able to survive the
detoxification process and continued in their commitment to entering a residential treatment
program. Women residing at URM are a different population in many ways, as they are fewer in
number and often temporarily housed there before moving on to a more permanent women’s
shelter. Additionally, women at URM often have children with them.
As noted earlier, the data accessed for the present study came only from individuals who
provided written consent for their de-identified data to be utilized for research purposes. The
present researcher obtained written consent from the mental health clinic directors to have access
to the de-identified data base. Such access was only granted after the present researcher obtained
approval from Pepperdine University’s Institutional Review Board (IRB).
Participants
This study was archival and utilized de-identified data extracted from information
collected during intake assessments conducted for treatment-seeking homeless men and women
at the URM mental health clinic. Demographic or descriptive information analyzed included:
age, gender, ethnicity, marital status, education, military history, and legal history. The database
included 121 participants.
Age. All but one participant reported their age (n = 120). The mean age of this sample
was 42.72 years (SD = 11.02), and a majority of participants were between the ages of 32 and 52.
This could suggest that this particular study was not representative of adolescent, young adult, or
geriatric homeless individuals.
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Gender. All participants (N = 121) reported their gender. Male participants were
overrepresented in this study (n = 104; 86%) as compared to female participants (n = 17; 14%).
This disparity was largely due to the nature of this particular homeless shelter, which serves
primarily male residents and temporarily houses female participants before sending them to
transitional or permanent housing. However, this disparity also reflects the fact among homeless
individual adults there are many more males than females. For example, the 2019 Greater Los
Angeles Homeless Count showed that 67% of homeless adults in Los Angeles County were male
(Los Angeles Homeless Service Authority, 2019).
Education. Most participants (n = 119) reported their education level. The most
frequently reported level of education was a high school diploma or equivalent GED (27.3%),
followed by some college (22.3%), senior high (18.2%), junior high (14.9%), college degree
(8.3%), and elementary (5.8%).
Legal history. A total of 31 participants left blank the section of the intake form that
inquires about legal history, leaving a group of 90 participants to examine. Within that number,
having a legal history that included arrest and/or incarceration was more common (n = 61) than
no such legal history (n = 29).
Ethnicity. Ethnicity was also examined in order to determine the diversity of the present
sample. Nearly all participants (n = 120) responded to this section of the intake form. There were
46 African American individuals, which represented the largest percentage of this sample
(38.8%). This was followed by 32 Caucasian participants (26.4%), 31 Hispanic persons (25.6%),
6 Native American individuals (5%), and 4 persons who identified as multi-ethnic (3.3%).
Marital status. The next variable examined was marital status, for which all participants
(N = 121) responded. For this sample, nearly half (46.3%) of participants identified as single,
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followed by those who indicated they were divorced (23.1%),separated (14%), or married
(9.9%). One individual reported that he or she was widowed (0.8%).
Military status. Finally, participants’ military status was also assessed. All participants
(N = 121) responded to this section. A majority of participants reported no military history (n =
92; 76%), while approximately one eighth of the sample identified as veterans (n = 15; 12.4%).
Instruments
In addition to relevant demographic, historical, and mental health-related variables from
the intake form, several assessment measures were utilized. They included the Alcohol Use
Disorders Identification Test (AUDIT), the Beck Depression Inventory- 2nd Edition (BDI-II), the
20-item version of the Drug Abuse Screening Test (DAST-20) will be examined. The researcher
also had access to Global Assessment of Functioning (GAF) scores for a subset of the sample.
Each measure is described below.
Intake application form. The Pepperdine University Community Counseling Center
Intake Application Form (IAF) is a four-page, self-completed measure administered to
prospective clients prior to beginning treatment services. All persons seeking services at the
clinic are required to complete the intake form, which includes fill-in-the-blank items, Likertscale items, yes-no/true-false formatting, and a problem checklist. The form takes approximately
30 minutes to complete and is comprised of sections that address: demographic variables and
program status; medical history; mental health and substance use history, including prior
treatment; legal history; family history and contact; educational and occupational history; and a
problem checklist. None of the variables obtained for this study included any personally
identifying information.
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The IAF assists clinicians in determining a client’s salient problems and potential
therapeutic goals, while also serving as an outline that clinicians may use to ask follow up
questions during intake. The IAF has also been found to have empirical support in assessing for
drug and alcohol use severity. Winters (2014) found evidence that supported the validity and
reliability of the IAF items in assessing the severity of an individual’s alcohol problems, while
Pike (2014) found evidence supporting the reliability and validity of IAF items in assessing
severity of an individual’s drug-related substance abuse problems.
The sections corresponding to Mental Health and Substance Use History prompt each
respondent to state whether they believe they have a history of substance abuse problems as well
as inquiring about more specific patterns of use during the past 12 months. For example,
respondents are asked to rate the severity of their alcohol problems during the past 12 months on
a 5-point Likert scale where 1 indicates “No problems at all/not applicable”, 3 indicates
“Moderate problems”, and 5 indicates “Severe problems.” The form includes a parallel item for
drug abuse problems in the past 12 months. Respondents are also asked to list all substances,
including alcohol and prescription medication, that they have used or abused. Next, this section
of the intake form asks, “What are the main concerns you are seeking help for in the counseling
center?” The form also inquires about prior treatment attempts, psychotropic medication
use/history, suicide attempt history, psychiatric hospitalizations, and other health concerns.
A checklist of 38 problems or concerns is also included at the end of the Intake
Application Form (IAF). The respondent is directed to place a check mark next to any item that
is a relevant to their current concerns, with the option to place two check marks to indicate
severity or importance of concerns. Some examples of the checklist items include: feeling lonely,
feeling unhappy, interpersonal issues, concerns about staying sober, and suicidal thoughts.
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Alcohol Use Disorders Identification Test (AUDIT). The AUDIT is a ten-item selfreport screening tool to assess salient information pertaining to alcohol use disorder (AUDIT;
Babor, Higgins-Biddle, Saunders, & Monteiro, 2001). It was developed by the World Health
Organization to be suitable for international use (WHO). It is used at intake to assess for harmful
patterns of alcohol consumption within the year prior to entering the mission. The AUDIT was
developed utilizing a very large sample and has been shown to have high test-retest reliability
and internal consistency (Reinert & Allen, 2007). The AUDIT has also demonstrated good
validity when used among unemployed individuals or those in poverty, making it a good fit for
use with homeless populations (Claussen & Aasland, 1993).
The questions on the AUDIT are organized into three domains each containing items that
examine hazardous or harmful alcohol consumption and/or dependence. The first domain is
labeled “Hazardous Alcohol Use” and assesses for frequency of heavy drinking and typical
quantity, the second is “Dependence Symptoms,” which assesses for morning drinking and
increased salience of drinking, and the third section is “Harmful Alcohol Use” which gathers
information about the individual’s blackouts, alcohol-related injuries, and feelings of guilt after
drinking (Babor et al., 2001).
Scores on the Audit can range from 0 to 40. Scores from 0 to 7 indicate that alcohol
problems are unlikely; scores from 8 to 15 represent a medium level of alcohol problems and
suggest that counseling on the reduction of hazardous drinking may be indicated; scores of 16 or
greater suggest a high level of alcohol problems; and scores of 20 or greater call for further
evaluation for alcohol dependence (Babor, de la Fuente, Saunders, & Grant, 1989). Generally, a
higher score obtained on the AUDIT indicates greater sensitivity towards identifying possible
problems with alcohol dependence (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001).
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Drug Abuse Screening Test-20 (DAST-20). The Drug Abuse Screening Test (DAST) is
a self-report measure with 20 items that was developed to assess problems related to drug (but
not alcohol) related misuse and abuse (Skinner, 1982). The DAST was originally modeled after
the Michigan Alcoholism Screening Test and had 28 items before 10 and 20-item versions were
created (MAST; Yudko, Lozhinka, & Fouts, 2007). The 20-item version of the DAST is the one
that was used in this study (DAST-20; Gavin, Ross, & Skinner, 1989).
Overall, the DAST-20 has demonstrated strong internal consistency and test-retest
reliability, with particularly strong face validity (Yudko et al., 2006). One risk with measures
having strong face validity is that they may facilitate malingering and faking bad or faking good
(Yudko et al., 2006). Consequently, the DAST-20, along with other brief, face-valid instruments,
may not be the best measure for use within the criminal justice system when intending assess for
denial or false endorsement of substance abuse (El-Bassel et al., 1997). With regard to the
present study, despite having criminal records, many of the participants did not have motive to
malinger as their diagnosis would not determine any changes in placement, sentencing, or care.
The DAST-20 was appropriate for use for the current study as research has supported the
reliability and validity of the DAST-20 as a measure of problematic substance use among
treatment-seeking homeless men (Winters, 2014). The DAST-20 has also been found to be
psychometrically sound as a measure for screening severely mentally ill populations with
substance abuse problems (Cocco & Carey, 1998).
The DAST-20 consists of “Yes” or “No” questions each of which respectively
correspond with 1 or 0 points. The cumulative points provide a scores suggesting an individual’s
severity of drug use problems; A score of 0 indicates no problems with drug abuse, 1 to 5 may
indicate a low level of problems related to drug abuse, 6 to 10 reflect a moderate level of
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problems, 11 to 15 indicate substantial drug problems, and scores of 16 to 20 indicate the severe
drug problems (Skinner, 1989). The DAST-20 takes approximately five to ten minutes to
complete and is written at a 4th grade reading level (Skinner, 1989).
Beck Depression Inventory-II (BDI-II). The BDI-II is a widely-used, 21-item selfreport measure that assesses for the severity of depressive symptoms (Beck, Steer, & Brown,
1996). Participants are asked to respond to questions based on the past two-weeks of
experiences. Questions reflect diagnostic criteria for a major depressive episode as defined by the
DSM-IV. Each question on the measure has four scaled responses corresponding to a 4-point
scale ranging from 0 to 3. The cumulative sum of the responses are added up to produce a total
score, which will fall within one of the following ranges of severity: 0 to 13 may indicate
minimal depression, 14 to 19 may reflect mild depression, 20 to 28 may indicate moderate
depression, and any score between 29 and 63 may be reflective of severe depression.
The BDI-II has been consistently been found to be reliable across a variety of settings
and populations (Beck et al., 1996). BDI-II has showed stability when measuring for test-retest
reliability in a range of settings from college to medical, averaging at around 0.73 to 0.96 (Wang
& Gorenstein, 2013).The internal consistency reliability has typically been measured at around
.90 for substance abusing populations (Wang & Gorenstein, 2013). Further, the BDI-II has been
examined multiple times at URM, and findings have always suggested .90 or greater internal
consistency for the homeless men and women with substance abuse histories residing there
(Winters, 2014). The BDI-II has been found to have sound criterion validity, often yielding a
sensitivity score above 90% (Sprinkle et al., 2002). Multiple studies have been conducted on the
validity of the BDI-II in ethnically diverse populations (Beck et al., 1996; Carmody, 2005).
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Additionally, the BDI-II was found to be psychometrically sound for use with treatment-seeking
substance abuse disorder populations (Buckley, Parker, Heggie, 2001).
Global Assessment of Functioning (GAF)
The Global Assessment of Functioning (GAF) is a numeric scale which ranges between 0
and 100 to rates social, occupational, and psychological functioning of an individual (DSM-IIIR; American Psychiatric Association, 1987). The GAF was based on the Global Assessment
Scale originally developed by Endicott, Spitzer, Fleiss, and Cohen (1976). The GAF was
included in the revised third edition of the Diagnostic and Statistical Manual (DSM-III-R;
American Psychiatric Association, 1987) and was retained within the fourth edition (DSM-IV;
American Psychiatric Association, 1994). Higher scores on this measure indicate higher levels of
functioning and less symptoms while lower scores indicate more severe impairments in
symptoms, ability to do day-to-day tasks, and potential for hurting others or oneself (DSM-III-R;
American Psychiatric Association, 1987).
While there remains a gap in research on the use of the GAF with specifically
incarcerated or homeless populations, but the GAF has overall been found to have good
reliability and validity with seriously mentally ill populations at large (Jones, Thornicroft,
Coffey, & Dunn, 1995). It has also been found to have good inter-rater reliability and validity
with concurrent ratings of symptoms and social functioning for those diagnosed with
schizophrenia (Startup, Jackson, & Bendix, 2002).
Procedure
After successful completion of the preliminary dissertation orals, the researcher sought
approval for the present study from Pepperdine University’s IRB. Once that approval was
obtained, the URM-Pepperdine University mental health clinic directors provided the researcher
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with access to the de-identified database to be used for this study. The researcher then conducted
the statistical analyses of the data.
Data Analysis
The researcher calculated descriptive statistics on the study variables, including means,
standard deviations, and frequencies. Inferential statistics such as t-tests and product-moment
correlations were used to test the study’s hypotheses. The sample size 121 participants was
hypothesized to provide sufficient statistical power to identify the presence of significant
associations between variables.
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Chapter III: Results
Statistical analyses for the present archival study were conducted utilizing the Statistical
Package for the Social Sciences (SPSS). Independent sample t tests were run for each of the four
hypotheses and descriptive statistics were calculated for select demographic variables. The main
focus of this study was to examine the relationship of legal history (i.e., arrest and/or
incarceration) to mental health symptom severity, impairment in functioning, and substance
abuse severity among treatment seeking homeless men and women residing in a Los Angeles
homeless shelter. This study utilized the AUDIT, GAF ratings provided by clinicians, DAST-20,
and BDI-II scores.
The first hypothesis was that treatment seeking homeless participants with legal histories
would display greater impairment in functioning related to the severity of their presenting
complaints than those without legal histories as measured by the Global Assessment of
Functioning (GAF) ratings. The GAF ratings were assigned by clinic therapists working under
the supervision of licensed psychologists. Lower GAF scores are associated with greater
impairment and more severe symptoms. Given that the participants with and without legal
histories were mutually exclusive groups, an independent samples t test was utilized in order to
compare their GAF scores. There were more participants with a legal history (n = 61) than
without (n = 29). Differences in sample size may be of importance due to potential
corresponding differences in variability, which can cause problems for statistical inferences.
However, in this case, the standard deviations were essentially equal (SD = ~24) for both groups.
Levene’s test confirmed that equal variances could be assumed (F = .111, p = .740). The results
of the t test revealed that homeless men and women with legal histories (GAF M = 65.93, SD =
24.77; indicated mild impairment) did not display significantly greater impairment in functioning
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related to their presenting complaints than individuals without legal histories (M = 70.24, SD =
24.56; indicates mild to slight impairment). The results of the t-test were not statistically
significant, t(88) = .77, p = .442. Therefore,the findings did not support the hypothesis. However,
it should be noted that the difference between means was in the predicted direction on the GAF,
and with a larger sample would have likely been significant.
The next hypothesis was that homeless men and women with legal histories would report
more severe drug abuse problems, as measured by the DAST-20, than the homeless individuals
in the sample without legal histories. Those without legal histories (n = 22, M = 6.64, SD = 4.93)
were compared to those with legal histories (n = 57, M = 10.79, SD = 5.22) for equality of
variances by way of Levene’s test. It was found that equal variances between groups could be
assumed, F = .043, p = 0.836. An independent samples t test indicated that those with legal
histories (M = 10.79) reported significantly greater levels of drug abuse problems on the DAST20 than those without legal histories (M = 6.64), t (77) = -3.217, p = 0.002. This was consistent
with the researcher’s hypothesis and showed that the homeless persons in the sample who had
been incarcerated or arrested did in fact report more severe drug abuse problems than those
without such histories.
The third hypothesis stated that those with legal histories would present with a greater
severity of alcohol abuse problems as measured by the AUDIT than those without legal histories.
Once again there were more participants with legal histories (n = 61, M = 22.26, SD = 26.28)
than without (n = 29, M = 24.14, SD = 25.66). While the standard deviations differed slightly,
Levene’s test was still non-significant at the .05 level (F = 3.035, p = .085), meaning that
variances were essentially the same in both groups. With equal variances assumed, an
independent samples t test was conducted. The results showed no significant difference between
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groups in their mean AUDIT scores, t(88) = .281, p = .779. This indicated that the hypothesis
was not supported. In fact, the group without legal histories actually obtained a slightly higher
AUDIT mean score (24.14) than the group with legal histories (22.26). Both groups had AUDIT
mean scores in the very high range, indicating risk for alcohol dependence.
The fourth hypothesis addressed depressive symptoms as measured by the BDI-II. It was
predicted that individual participants with legal histories (n = 61, M = 30.92, SD = 28.76) would
report greater depressive symptoms on the BDI-II than those without (n = 29, M = 23.55, SD =
23.92). Levene’s test revealed that the distributions for the two groups had essentially equivalent
variability (F = .914, p = .342). While the difference in BDI-II means between the two groups
appeared substantial in absolute terms, the results of the t-test indicated this difference did not
reach the .05 level of statistical significance, t(88) = -1.196, p = .235. Therefore, the hypothesis
was not supported. Despite the lack of a statistically significant result, the data showed that the
obtained difference was in the predicted direction.
Exploratory Analyses
The researcher also explored how selected demographic characteristics related to the
primary variables of interest in the present study. When the incidence of legal history across
ethnic groups was examined, findings revealed that most Caucasian, African American, and
Hispanic individuals in the sample who responded to this item on the IAF reported having been
arrested and/or incarcerated. The same was true for Native American and Multiethnic persons in
the sample. However, there were so few Native American and Multiethnic persons in the sample
that these results must be interpreted with caution. The frequencies and percentages for legal
histories across ethnic groups are presented in Table 1.
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Table 1
Racial/Ethnic Identity and Legal History
Identification

Legal History

No Legal History

Total (Response)

Missing/No
Response
10

African
22 (%)
15 (41%)
37 (100%)
American
Caucasian
16 (70%)
7 (30%)
23 (100%)
9
Hispanic
16 (76%)
5 (24%)
21 (100%)
10
Native American 4 (80%)
1 (20%)
5 (100%)
0
Multi-Ethnic
2 (67%)
1 (33%)
3 (100%)
1
Note: Due to the relatively small sample size, this table should be interpreted with caution.
The relationship of age to the four symptom measures utilized in the study (BDI-II,
AUDIT, DAST-20, and GAF) was examined via a Pearson’s correlation coefficient due to the
continuous nature of all of the variables. Age was not found to be significantly correlated with
any of these four variables. The correlations and significance levels are listed in Table 2.
Table 2
Age and BDI-II, AUDIT, DAST-20, GAF
Age
BDI-II
AUDIT
DAST-20
GAF
n
120
119
96
120
Pearson Correlation
-.108
.015
.149
-.157
p
.243
.874
.147
.087
Note: The mean age of this sample was 42.72 years (SD=11.02), and a majority of participants
were between 32 and 52 years old.
This was followed by education, which was tested via a Kendall’s Tau due to the ordinal
nature of the variable. Education was not found to have a statistically significant relationship to
BDI-II, DAST-20, or GAF scores. However, education was significantly associated with AUDIT
scores, suggesting a relationship between level of education and severity of alcohol abuse.
Specifically, this relationship was negative, indicating that higher AUDIT scores were related to
lower education level (r = -.199, p = .004).
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The next variable examined was gender. Point-biserial correlations were calculated in
which gender was coded as “male” or “not male,” to facilitate the comparison of a binary
variable to several continuous variables. Being male was not associated with the participants’
AUDIT, BDI-II, or GAF scores; however, it was significantly related to DAST-20 scores.
Specifically, the relationship indicated that being male was associated with higher endorsement
of drug abuse, r = .220, p = .031. This was fairly consistent with the literature review, which
suggests that homeless men tend to use alcohol or drugs more than homeless women (Geissler,
Bormann, Kwiatkowski, Braucht, & Reichardt, 1995; Stein & Gelberg, 1995; Linn, Brown, &
Kendrick, 2005). However, when homeless women do have substance abuse disorders, they tend
to have more complex substance abuse problems and a greater likelihood of having
polysubstance abuse (Stein & Gelberg, 1995). Accordingly, for this sample, being “not male” or
female, was associated with lower DAST-20 scores.
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Chapter IV: Discussion
Summary of Research Findings
The purpose of this study was to better understand some of the ramifications of legal
history upon the lives of homeless persons residing in a shelter. Toward that end, the researcher
explored whether treatment-seeking homeless persons with legal histories differed from
homeless persons without legal histories in regard to the severity of their impairment in
functioning, drug abuse, alcohol abuse, and depressive symptoms. The study also afforded an
opportunity to summarize demographic characteristics and life history variables in a data archive
that consisted of men and women seeking psychological services at a Los Angeles homeless
shelter. The present chapter will include an overview of the results, discussion of the clinical
implications of the results, identification of the study’s limitations, and suggestions for future
research.
The findings of this study were generally consistent with the broader findings in the
literature about those within the cross section of incarceration and homelessness. There appeared
to be little to no difference between those with and without legal histories with regard to overall
functioning and severity of symptoms as measured by the GAF. Homeless persons in the present
sample whose records included GAF scores tended to show moderate symptoms regardless of
legal history. A challenge with the data archive was that only about 70% of the sample had GAF
scores, which limited both the statistical power to detect differences and the generalizability of
the findings.
Similarly, this study did not find a difference in severity of alcohol abuse problems as
measured by the AUDIT between those with or without legal histories. For both groups, mean
scores on the AUDIT indicated high levels of alcohol problems. Given that persons in the sample
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were seeking psychological services and most were enrolled in a residential substance abuse
recovery program, the generally high AUDIT scores were not unexpected. Additionally, the
legality of alcohol likely also reduced the difference in use. Given that alcohol is a legal
substance, it makes it easier to access and carry without the risk of legal problems.
While BDI-II scores measuring depressive symptoms were not found to be statistically
significant in their greater severity for those with legal history as compared to those without,
findings indicated that the data were trending toward the hypothesized difference. Homeless
persons with legal histories obtained a BDI-II mean score of 30.92, which indicated severe
depressive symptoms. Those without legal histories had a mean score of 23.55, which indicated
moderately severe symptoms. More research with larger samples is needed to determine more
definitively whether homeless persons with legal histories show more severe depressive
symptoms. The lack of a statistically significant difference on the BDI-II in the present study
may have been due in part to relatively weak statistical power, due to the modest sample size.
It is important to consider that this study defined legal history as ever having been
arrested or incarcerated. As such, those who had only been arrested, or who had just spent a
single night in jail, were coded as part of the “legal history” group without differentiation from
those who may have experienced decades of incarceration. Previous data which has found a
relationship between incarceration and depression often measures those who have been in prison
rather than jail, and often those who have been in prison for several years or decades (Boothby &
Durham, 1999; Castellano & Soderstrom, 1997; Mills & Kroner, 2005). As such, it is possible
that if this study removed those with minimal exposure to the criminal justice system, the
findings might more definitively indicate whether incarceration is associated with greater
depressive symptoms among homeless persons. As such, the trending results within this study
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suggest that it may be worthwhile to conduct additional research on whether there may be a
relationship between depressive symptoms and incarceration history among homeless persons.
The most notable finding within this study considered the relationship between legal
history and severity of drug abuse problems as measured by the DAST-20. As predicted, those
with legal histories were found to endorse greater levels of drug abuse problems on the DAST-20
(M = 10.79) than those without legal histories (M = 6.64). Those with legal histories reported
moderate to substantial drug problems, while the group without legal histories obtained a mean
score that fell at the lower end of the moderate range. Cocaine and methamphetamine were found
to be the most commonly used drugs for those with legal histories while over-the-counter
medications were the least reported. This relationship is likely to have been statistically
significant due to a number of reasons. It is important to consider that while alcohol is an abused
substance, it is legal, and therefore both easier to access and would only lead to incarceration via
indirect matters such as driving under the influence. Conversely, the substances included in the
DAST-20, and more specifically, the substances most reported in this population, are often illicit
and may result in charges solely for possession. Further, the potentially dangerous processes or
locations involved in obtaining illicit drugs may produce situations in which legal issues would
arise. For example, those selling illicit drugs may be doing so in more dangerous areas to remain
hidden and may be armed, while individuals selling alcohol do so legally, generally in public,
regulated spaces such as stores or restaurants.
There are several clinical implications involved in this finding. First, while the present
study did not attempt to identify causation between these variables, correlations were identified.
That is to say, it cannot be determined from the present findings whether incarceration does or
does not directly lead more severe substance abuse problems. However, the significant
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association among self-reported drug abuse severity and legal history underscores the importance
of providing substance use treatment to homeless men and women who are incarcerated or who
have previously been incarcerated. Moreover, for homeless persons with drug abuse or
dependence, any higher incidence of legal problems or incarceration may be associated with
greater stigma and increased risk for exposure to trauma and prolonged homelessness.
The demographic variables for the present sample were analyzed and the results were
similar to what has been reported in the literature for homeless adults. These findings revealed
that participants were on average about 42 years old; as such, the results of this study may not be
representative of adolescent, young adult, or geriatric homeless individuals. Similar to other
studies and representative of national statistics, male participants were the majority of
participants in this study. Also representative of the population, more participants in this study
had a legal history than did not.
This study included an ethnically diverse sample, including African American,
Caucasian, Hispanic, Native American, and multi-ethnic persons. Nearly half of the sample
identified as single, while a third reported divorce or separation, and a small minority reported
that they were married. Finally, only about an eighth of participants reported military history.
An interesting follow-up finding revealed that the participants’ level of education was
significantly associated with AUDIT scores, suggesting that more severe alcohol problems were
associated with lower levels of education. This finding supports past research which indicates
that increased education may be a protective factor against substance abuse problems (Crum,
Helzer, & Anthony, 1993).
When gender was examined, being male was associated with higher endorsement of drug
abuse as measured by the DAST-20. This finding was likely impacted by the fact that there were

37

less female participants in the sample. However, homelessness in the general population is more
common in men.
Data revealed that for individuals with legal histories, methamphetamine was reported as
the most selected substance of choice while for those without legal histories, results showed that
cocaine was the highest endorsed drug of choice. Other findings have also found that
methamphetamine users have higher rates of involvement with the criminal justice system;
however, causality remains speculative (Booth, Leukefeld, Falck, Wang, & Carlson, 2006).
Other findings about the profile of methamphetamine users may provide some information. For
example, methamphetamine users have been found to engage in higher risk drug use behavior
and tend to have higher rates of mental and physical conditions (Copeland & Sorensen, 2001).
Additionally, methamphetamine typically has a longer half-life as compared to cocaine,
occasionally lasting over 24 hours and causing symptoms of psychosis (Gawin & Ellinwood,
1988). As such, it is possible that the greater impact on functioning, both mental and physical, as
well as the longer half-life, places methamphetamine users, especially those who are more
exposed due to homelessness, at greater risk for attracting attention from the legal system due to
behaviors which are symptoms of methamphetamine use.
Limitations
Several limitations are important to consider for this study. Most broadly, the archival
nature of this study presented multiple boundaries on the questions this study could address, as it
utilized data that has already been collected. Therefore, the researcher was unable to introduce
any new measures to the database or have any impact on the data collection procedures. One area
this was particularly salient for was the nuances of the legal history variable. Given that legal
history was so broadly defined, unfortunately it included both people who served extended
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sentences and those who had minor legal issues or had spent a single night in jail. In other words,
there was a great deal of within-group variance in the legal history category. Therefore, some
findings might not have captured the actual relationship of incarceration to various mental health
and substance-related variables in the present sample of homeless persons.
Additionally, it would have been helpful for this researcher to know the age of first use of
alcohol and drugs in order to have a better conceptualization of the course of problematic use
within this sample. As such, questions pertaining to whether participants were incarcerated first
or homeless first or used illicit substances prior to or after incarceration or homelessness remain
unanswered. In short, the study had a correlational design rather than a true experimental design.
Research based on correlational design does not allow the researcher to infer cause and effect
relationships between variables.
Given that all of the data for this study were collected from a single setting,
generalizability may be limited. The participants of this study represented only treatment-seeking
homeless males and females who resided at one shelter and participated in an abstinence and
faith-based residential substance abuse rehabilitation program. Therefore, the unique variables
present at this particular program must be considered when taking into account the
generalizability of the results to homeless individuals in different communities. In addition, due
to the relatively modest sample size, the findings may not be representative of homeless
individuals even if they are from similar programs or the same program. Given that all of the
participants in this study were adults, findings cannot be assumed to generalize to homeless
children and adolescents.
Although the mental health services provided at the clinic where the data were collected
were not religiously based, the vast majority of persons seeking services at URM self-identify as
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Christian. Due to this, the findings of the present study may not generalize to those with different
religious backgrounds, to more religiously diverse settings, or to secular programs and settings.
In addition, though women were included in this study, given that URM is primarily a
men’s shelter and the sample included more men than women, the results of this study may not
represent treatment-seeking homeless women with histories of incarceration as adequately as
treatment-seeking homeless men.
Recommendations and Research Suggestions
Given the findings of the study, it is important to consider applications for the clinic and
residential treatment programs serving homeless men and women. First, the intake form at the
clinic where the data was collected may need to be modified to include more detailed
information about legal history. This may include requesting information such as number of
arrests, time spent in jail and/or prison, and potentially the role of substance abuse in legal
history. While this information could be useful given the findings of this study, it is also
important to recognize that details about an individual’s legal history are both very sensitive and
personal, so if a clinic chose to request such information in writing, they would have to weigh
the privacy concerns against potential use for clinical assessment. Ultimately, even if this
information was not obtained in writing, the findings of this study suggest the importance of
considering the impact on substance abuse and potentially depression for clinicians working with
homeless patients with histories of incarceration.
Future research may be interested in incorporating qualitative research that includes indepth interviews of homeless persons to obtain first person narratives regarding the variables of
interest. It could be illuminating to hear homeless persons who have experienced incarceration
talk about how it has related to their mental health, their substance use, and their attempts at
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coping. This is important because the instruments used to measure these constructs may not be
sensitive enough to fully capture the impact of incarceration on a person’s well-being and ability
to recover from substance abuse or mental illness, even if it indicates a relationship.
Despite the limitations of the present study, it shed light onto the relationships among
homelessness, legal history, severity of drug abuse problems, depressive symptoms, and severity
of alcohol problems. The study also incorporated a highly diverse sample of homeless men and
women in a recovery program, and therefore it contributes to the literature on this under-studied
population. As hypothesized, homeless persons with histories of incarceration or arrest reported
significantly greater drug abuse problems than homeless persons without legal histories. While
speculative commentary may be made regarding the direction of this relationship, causation
cannot be clearly identified. At this time, it appears that the relationship between these two
variables may be bidirectional. In addition, clinicians working with homeless persons who have
been arrested and/or incarcerated may do well to consider all the risks that might conceivably be
associated with legal history, including implications for trauma, stigma, and more severe
symptoms.
Given the nationally stable or rising rates of incarceration and homelessness, more
research is needed to fully understand the challenges and hardships endured by homeless
persons, including those with histories of incarceration. There is a particular gap in research
completing follow-up on the long-term outcomes of different policy and program efforts on
multiple variables such as sustained housing, reduced recidivism, and improved mental health.
Such research could allow programs to build on one another and become more effective at
sustaining benefits. Finally, the research that exists must be better applied to national and local

41

policy decisions. There is also much need to advocate for homeless individuals and the reduction
of incarceration and recidivism.
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